women and encourage them to seek appropriate care. Subsequently, in 1993, a review of the Regional Plan for Reducing Maternal Mortality recommended, in addition, strengthening family planning programs and expanding coverage of prenatal care.
Three pillars of safe motherhood: Prenatal, childbirth, and postpartum care
In the countries of the Region with the highest maternal survival rates-including Anguilla, Chile, Cuba, the Netherlands Antilles, Saint Lucia, Saint Vincent and the Grenadines, and the Virgin Islands-nearly 100% of pregnant women receive prenatal care. Extending timely, effective prenatal care universally throughout the Region can prevent 50% of maternal deaths.
Approximately 30% of women in the Region do not receive prenatal care despite timely recognition of their pregnant condition. Many forego care because they regard pregnancy as a normal process and not a medical situation. Informational outreach programs concerning the natural processes and common potential risks of pregnancy can motivate some of these women to seek care. Mass media are an important tool for such campaigns. The manner of presentation must be straightforward and geared to the women's linguistic and cultural setting. Care should be taken to ensure that when women go to clinics, they encounter respectful and considerate personnel in well-equipped facilities, with appropriate allowance for privacy-both in the awareness of personnel and the architectural design. Only in this way will women return to the clinic and convey positive impressions to their acquaintances.
Three of every four births in the Region are attended by a qualified caregiver, such as a physician, obstetric nurse, or general nurse trained to recognize and respond with initial treatment and referral in case of a complication. In rural and marginal urban areas, however, more than half of all births may be attended only by traditional birth attendants. These women's high standing in the community and their access to mothers and delivery sites represent a valuable opportunity. Safe motherhood programs that can successfully build alliances with traditional birth attendants, teach them appropriate standards of cleanliness, and train them to refer high-risk cases may markedly improve maternal mortality.
Slightly more than one third of the world's new mothers receive postpartum care. Without postpartum observation, complications such as retention of placenta and puerperal fever are more likely to threaten women's lives. In addition to vigilance against these problems, postpartum followup should encourage women to breastfeed for at least 6 months, make decisions concerning future fertility options, and enroll their children in a growth and development program.
A woman's risks in pregnancy and childbirth, her understanding and ability and inclination to respond to them, and the manner of her response are all affected by her familial, cultural, economic, and political circumstances. For this reason, the goal of safe motherhood for all is attainable only through the combined efforts of governments, civil society, the scientific and economic sectors, health workers, families, and mothers themselves.
Evaluating progress in safe motherhood
In 1995, the Biennial Evaluation of Progress Against Maternal Mortality found that 17 of 37 countries in the Region had national programs for reducing maternal mortality, 7 of them involving innovative strategies. Recommendations of this meeting were:
• that systems be implemented to completely evaluate all countries' progress toward the goal of halving maternal mortality; • that all goals and objectives be keyed to indicators of impact, quality, and access; • that the evaluations include adolescent reproductive health, family planning, and the status of research.
To evaluate the success of a Safe Motherhood program, changes in maternal mortality must be documented and then convincingly attributed to the program. Both steps present technical challenges.
Documenting changes in maternal mortality.
No single study can adequately assess progress with respect to maternal mortality, and a number of techniques should be evaluated, each for the light it sheds on the complete picture. For technical reasons, maternal mortality measures are inconvenient ways to quantify program success over the short term. The most straightforward way to measure maternal mortality is through a vital registration system, but problems of underregistration and misclassification are common. Demographers thus turn to indirect methods, the most frequently used being:
• the sisterhood method, based on women's reports of sisters' deaths, which are routinely collected in DHS surveys;
• the WHO/UNICEF model, which utilizes databased models linking the general fertility rate and the proportion of babies that are delivered by a trained attendant.
Neither the sisterhood nor the WHO/ UNICEF method is well suited for measuring program impact over the short term. The sisterhood method documents change only over 10-12 years and produces estimates with wide confidence intervals. The WHO/UNICEF procedure reflects only changes related to the increase in general fertility rate and the use of qualified attendants. Changes due to other factors, such as increased use of prenatal care or better nutrition, will not be registered. Nevertheless, both methods can provide information about trends for use in making plausible arguments about program effectiveness.
Maternal morbidity-for example, the number of cases of potentially lethal pregnancy complications occurring-is a slippery predictor of maternal mortality. The assumption that a fixed proportion of cases progress from potential to actual lethality cannot hold up. In Safe Motherhood programs, prenatal care, trained birth attendants, and postpartum follow-up focus less on preventing complications than on recognizing them and preventing them from producing fatalities.
Facility-based or provider-based records have higher potential to yield data that are useful for inferring maternal morbidity and mortality than population-based surveys. They can provide indepth information about actual diagnosed (although sometimes misdiagnosed) maternal morbidity and mortality. To extrapolate from such limited data to entire populations, astute inferences are necessary concerning the similarity of the clinic population to the rest of the population.
The volume of program inputs is another useful means of estimating maternal mortality. The limitation of this approach is that Safe Motherhood program inputs are not as direct and efficacious with respect to preventing maternal mortality as are, for example, units of tetanus toxoid vaccine with respect to deaths from neonatal tetanus.
Attributing maternal mortality declines to Safe Motherhood programs. When experimental trials are feasible, they provide the most definitive evidence linking Safe Motherhood initiatives to changes in maternal mortality. A community randomized trial (CRT) is usually most suitable for assessing the impact of a community-wide, multidimensional intervention such as a Safe Motherhood program. However, CRTs are appropriate only when interventions are newly introduced, and they are very expensive.
Because of the limitations of experimental designs, descriptive studies are generally preferable for evaluating Safe Motherhood programs. These efforts should use quantitative and qualitative data to construct a plausible argument that the program-or intervention that is part of a program-is having a positive effect. Typically, relevant information will include data about maternal mortality derived through both direct and indirect methods; factors known to affect maternal health, such as fertility levels, nutrition, incidence of anemia, clients' attitudes toward health services; service coverage and process indicators, such as the proportions of women receiving antenatal care, births attended by qualified personnel, and adults knowledgeable about maternal complications; as well as health facilities' admission-to-treatment time interval for women with complications, etc. A key criterion for a meaningful study is that the information gathered should be sufficient to refute, as well as confirm, a hypothesis of program effectiveness.
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